Postscript.-The patient, eight days after operation, suddenly became unconscious, and died on the eleventh day. At the post-mortem examination, performed by Dr. Ricbmond Lane, the primary growth, a chordoma, was discovered between the fifth lumbar vertebra and the sacrum. Death was caused by a metastasis in the occipital lobe of the brain.
Further details of the unique tumour will be published at a later date. Pyelography in Renal Tuberculosis.-A. WILFRID ADAMS, M. S. I am showing specimens and pyelograms of a series of four cases illustrating pyelography in different degrees of tuberculous invasion of the kidney.
(1) V. S., male, aged 23. Eight months scalding pyuria. Bladder urine contained pus and tubercle bacilli. Segregated urine showed pus only on both sides. Pyelography of both kidneys showed definite excavation of cortex of right kidney only, X in. in diameter, thus supplying the requisite clue for the side requiring nephrectomy. Operation (April, 1929) : The split kidney exhibited the cavity indicated by pyelography. Now (November, 1929) , apart from the history, the patient's doctor would pass him as a "first-class life." No constitutional disturbance followed pyelography.
(2) E. F., female, aged 23. Four months' dysuria. Urinary segregation pointed clearlv to tuberculosis of the right kidney, and pyelograms confirmed the presence of a large cavity in the upper pole of that organ. The right kidney was therefore removed. No constitutional effect from pyelography.
(3) M. S., female, aged 25. Six months' dysuria and lumbar ache. Tender lump in right loin and pyrexia. Pus and tubercle bacilli were present in both kidneys but a normal structure shown in the left pyelogram led one strongly to advise removal of the grossly excavated right kidney. This operation was carried out in October, 1928, and now (November, 1929) the patient is extremely pleased and is looking a picture of health. Increased pyrexia followed pyelography but did not prevent good primary healing of the wound.
(4) F. C., female, aged 38. Right-sided pain for many years. Severe cystitis and tubercle bacilli in urine (1914) . Still pain and slight frequency-and partial incontinence-of urine at times (1928) . Chromocystoscopy revealed left-sided efflux only. On the right side, the tip of the catheter lodged in a slight depression, presumably the vestige of an obliterated ureteric orifice. The left pyelogram was normal. At operation Section of Urology 333 a closed hydronephrosis was removed on the right side. The pathologist reported that the ureter was a fibrous cord with no lumen. Possibly it is a case of obsolete tubercle.
Pyelograms of Two Tuberculous
It is not my practice, solely on theoretical grounds, to do pyelography of tuberculous kidneys, sufficient data for diagnosis and treatment being available without this extra manipulation.
These two cases necessitating pyelography were somewhat unique, in that they were both regarded, over many months, as examples of Bacilluts coli infections of the urinary tract; in fact this organism was found and held responsible for the pus in the urine.
At my first clinical examination of both cases, tuberculosis of one kidney and bladder was suspected in each case, but, again, tubercle bacilli could not be found in the urine and Bacillus coli was present. Attention was directed to the tuberculous kidney in both cases by the indigo-carmine excretion test.
The reason for showing these pyelograms and for asking Mr. Adams to exhibit his series, is that they might be helpful to those wbo are afraid of investigating tuberculous kidneys in this way and to whom such pyelograms are unfamiliar.
It is of interest that in addition to the almost closed focus of tubercle in the lower pole, accounting for the absence of tubercle bacillus in the urine on so many occasions, and found only when the pelvis was dilated with opaque fluid which allowed the cavity to evacuate itself, there was dilatation of upper unaffected calices; in fact, hydronephrosis in each case.
In both cases there were symptoms of associated hydronephrosis, attacks of loin pain, and in one case pain and temperature after exertion.
One would expect the hydronephrosis to be due to the thickened infected ureter but, strangely enough, the ureter was not obviously thickened, as is usual in these cases, indeed the pathologist had some difficulty in finding infiltration of cells.
In both these cases, not an uncommon occurrence in tuberculous ureters, the ureteric catheter was arrested a few centimetres up the ureter on two occasions. On the third attempt a very small catheter was passed, which enabled pyelography to be carried out. Patient was transferred to me on account of left-sided renal pain with frequency of micturition and pyuria. He gave a history of having had a tumour removed from his bladder almost exactly a year ago at King's College Hospital. From the Registrar of that hospital was received the following report:-" E. M. was admitted to this Hospital (K.C.H.) on July 6, 1927, under Mr. Everidge. Cystoscopy was performed on July 8, 1927, when an extensive villous tumour was seen encircling the neck of the bladder, too extensive for fulguration. At cystotomy on July 11, 1927, a large papilloma was removed by means of the diathermy knife. The patient made a good recovery. Histologically the tumour was a simple papilloma with no evidence of malignancy." Ever since the above operation the patient has had nocturnal frequency of micturition, and during the past six months there has been considerable pyuria with periodic attacks of left-sided renal pain. Six weeks ago he was in bed for twelve days with a severe attack.
Case of

